SYNOPSiS Thirty cases of mesonephroid tumour of the ovary were studied. The differential diagnosis is discussed and it is concluded that mesonephroid tumours form a distinct entity. An attempt is made to correlate the histological appearance of the tumours with the clinical course and criteria are suggested which might be a guide to prognosis. Views on histogenesis are discussed but at present there seems insufficient evidence to justify any particular hypothesis.
The concept of the mesonephroid carcinoma of the female genital tract was first suggested by Schiller (1939) , who described a series of nine ovarian tumours and one of the broad ligament. Their possible origins from the mesonephric apparatus were explained and he termed them 'mesonephromas'. Since then, several accounts of these tumours have appeared together with hypotheses about their histogenesis (Jones and Seegar, 1940; Teilum, 1954;  Novak, Woodruff and Novak, 1954; Novak and Woodruff, 1959; Parker, Dockerty, and Randall, 1960; Suprun and Soferman, 1960; Welch and Hellwig, 1960; Wade-Evans and Langley, 1961 ; Lee, Dockerty, Wilson, and Symmonds, 1962; Horowitz, 1964; Villa Santa, 1964; Fawcett, Dockerty, and Hunt, 1966; Scully and Barlow, 1967; Ross and Shelley, 1968; Saavedra and Sandow, 1968) . These reports show that both the histological criteria and the hypotheses about their histogenesis have changed.
Although there now seems some agreement on the microscopical appearances of the tumours, there still is confusion and controversy over their mode of development, with the result that this generally recognized and distinct entity has as yet no satisfactory name. To avoid further confusion, we use the term 'mesonephroid tumours', without necessarily accepting that the name signifies their origin.
On the grounds of their general histological features, it has been suggested (Willis, 1960; Scully, 1968) that mesonephroid tumours of the Received for publication 8 July 1969. ovary may fall into the category of epithelial tumours together with the serous and mucinous cysts and the endometrioid tumours. The most generally accepted feature of distinction between benign and malignant epithelial ovarian tumours is the presence of stromal invasion (Willis, 1960; Hertig and Gore, 1966; Novak and Woodruff, 1967 ) but loss of differentiation (Taylor and Greeley, 1942; Novak et al 1967) and an increase in both number and size of nucleoli in the nuclei of malignant cells (Taylor and Long, 1955) are also regarded as significant. Recently it has been suggested that an intermediate group probably exists which is not benign but is of low malignant potential. Whereas the borderline tumour does not show stromal invasion, it may show nuclear abnormalities, mitotic figures (some of which may be abnormal), epithelial budding, and multilayering of the epithelium (Hertigand Gore, 1966; Novak et al, 1967; Santesson and Kottmeier, 1968) . The appearance of at least two of these features moves the tumour from the benign to the borderline group. The object of the present study was to assess the relationship between the malignancy of these tumours and their morphology.
The most characteristic diagnostic feature of these tumours is the presence of tubular and cystic structures in a fibrous stroma (Fig. 1) . The cysts and tubules may be lined by 'hobnail' epithelium, in which the almost bare nucleus projects into the lumen and the cytoplasm is scanty (Fig. 2) . There is almost invariably a variety of patterns It was found almost impossible to assess whether stromal invasion was occurring, -the reason for this being twofold. First, as described above, the epithelium of the tumours is arranged in cysts and tubules. Many of these are cut obliquely and through only part of the wall. Thus, a curving tubule cut in a certain plane might give the impression of a duct with a proliferation of cells into the stroma at one side of it (Fig. 7) . Secondly, many of the tumours presented areas in which the stroma was oedematous and the cells widely separated. Small groups of cells, resembling those of the tubules but spheroidal in shape, were scattered around. A few of these formed small acini or narrow tubules (Fig. 8) (Table II) . Teilum suggested (1950) that several of the tumours described by Schiller (1939) were germ cell tumours, characterized by a unilateral extraembryonic development similar to that of the yolk sac structures (endodermal sinuses) of a rat placenta. Support for the germ cell origin of these tumours is given by their occurrence in the sacro-coccygeal region (Huntington, Morgenstern, Sargent, Giem, Richards, and Hanford, 1963; Rao, Veliath, and Srinavasan, 1946; Brown and Langley, 1968) , the anterior mediastinum (Teilmann, Kassis, and Pietra, 1967) , and the region of the pineal gland (Bestle, 1968) (Welch and Hellwig, 1960; Lee et al, 1962; Mallory, Dockerty, Welch, and Hunt, 1965) .
Mesonephroid tumours are seen mainly in later life; the youngest patient in the present series was 31. Endodermal sinus tumours, on the other hand, are predominantly tumours of children and young adults and are rarely seen over the age of 30 (Santesson and Marrubini, 1957) . ENDOMETRIOID 
CARCINOMA
Endometrioid carcinoma of the ovary is mor-phologically identical to endometrial carcinoma of the corpus uteri and probably arises from foci of endometriosis, although this is not proven (Gricouroff, 1968 In the female these rare tumours occur usually in or near the Fallopian tubes and uterine cornua but they have been reported in the ovary (Lee, Dockerty, Thompson, and Waugh, 1950; Teel, 1958) . Teilum (1954) (Jackson, 1958 
